Introduction
Cervical cancer is the third most commonly diagnosed gynecologic cancer (1) . It originates from pre-invasive lesions or cervical dysplasias arising from squamous and glandular cells in the cervical region (2) . About 79.6% of these cancers are squamous and 19.2% are adenocarcinoma (3) . Most cervical cancers begin in the cells in the transformation zone, which may vary depending on the age and hormonal status of the patient (2) . The Papanicolaou test (Pap smear) is a noninvasive procedure used in the screening of preinvasive lesions and cervical dysplasia (4) . Human papilloma virus (HPV) infection is causative for cervical cancer, thus HPV screening can also be performed to screen for cervical cancer. In the presence of abnormal Pap smear results and/or high-risk HPV positivity, endocervical canal sampling is performed with colposcopy for the diagnosis of cervical cancer (5, 6) . Endocervical canal sampling can be performed either with a curette or with a less-invasive endocervical brush (ECB) (7) . Although ECBs cause less patient discomfort than endocervical curettage (ECC), it has been shown in various publications that ECBs are associated with high false positivity (8, 9) . However, there are also publications showing that there are no differences between the two methods in terms of diagnostic validity (10) . The use of ECBs in postmenopausal women with cervical stenosis and in pregnant women has been shown to be easier and more comfortable for the patients (11, 12) . In this study, the clinical and demographic characteristics of patients with abnormal Pap smear result and/or high-risk HPV positivity were reviewed, and the agreement between ECC and ECB methods was examined. 
Materials and Methods

Patient Selection and Sample Collection:
In the present study, the data of obstetric patients who were admitted to the Gynecology and Obstetrics Clinic of a tertiary health care center in 2016 were retrospectively reviewed. A total of 170 patients were referred for colposcopy due to 
Results
Clinical and Demographic Features:
The mean age of the patients was 40.2 ± 9.86 years. The mean gravida was 3 ± 2.3, the mean parity was 2.3 ± 1.79, the mean number of abortions was 0.2 ± 0.57, and mean number of curettages was 0.5 ± 0.95. Twentyfour (14.1%) patients were postmenopausal. Fiftythree (31.2%) patients were smokers and 34 (20%) were using OCS (Table 1) .
Evaluation and Comparison of Sampling Results:
Forty (23.6%) patients had high-risk HPV positivity. Twenty (11.8%) patients had abnormal Pap smears and high-risk HPV positivity. Regarding age, gravida, parity, abortion, and curettage, HPV-positive and negative groups did not differ significantly (Table 2) . It was observed that HPV positivity was not related to menopause status, smoking, and OCS use ( Table  2 ). There was no correlation between ECC and ECB results, and age, gravida, parity, abortus, curettage (Table 3) . When ECC results were evaluated, it was observed that 158 (92.9%) patients had negative results, and 4 (2.4%) patients had low-grade and 8 (4.7%) patients had high-grade results. ECB results were negative in 136 (80%) patients, low-grade in 23 (13.5%) patients, and high-grade in 11 (6.5%) patients. The detailed distribution of subtypes is given in Table 1 . ECB was negative in 132 (83.5%) of 158 patients with negative ECC results. Four patients with low-grade ECC results also had low-grade ECB results (100%). Of 8 patients with high-grade ECC results, only 4 patients (50%) had high-grade ECB results (Figure 1) . Regarding all the data, a moderate degree of agreement was found between the two methods with an intraclass correlation coefficient (ICC) of 0.503 (95% CI: [0.327-0.633], p<0.001).
Discussion
In this study, moderate agreement was found between ECB and ECC. When an intergroup comparison was performed for the subgroups, we observed an increase in agreement in the negative and low-grade groups. However, the agreement level decreased by half in the high-grade group. Demographic and clinical variables were not associated in terms of agreement between ECB and ECC. As these factors could be altered due to biologic potentiality, further research is essential for the assesment of possible associations.
Although the American Society for Colposcopy and Cervical Pathology (ASCCP) stated that both methods could be used in the evaluation of patients for endocervical pathologies, there are several conflicting studies in the literature about the sensitivity and specificity of these methods and their agreement. In a study comparing the two methods, the sensitivity and specificity of ECB were found to be higher than that of ECC, but the results did not reach statistical significance. When the researchers evaluated their agreement, they found high agreement between the two methods and suggested that ECB could be preferred (15) . Most of the patients evaluated in that study had low-grade results. Similarly, patients in the negative and low-grade groups showed higher agreement in our study group. In this respect, it can be postulated that these two tests show higher agreement in low-grade results. However, the number of high-grade results is quite low in both studies, and this can be considered to cause statistical errors in the calculation of agreement. In a study conducted by Doo et al. in 79 patients, there was poor agreement between the two methods and this was attributed to the small number of patients or changes in the lesions due to different sampling times (16) . The higher agreement in our study could be influenced by the fact that our sampling times were the same. In practical use, the samples taken using ECB can be screened for HPV and no further procedures are required in this scenario. Although not included in this study, sampling with ECBs in pregnant women also reduces the risks to the pregnancy (8) .
Considering the fact that 14.1% of the patients in this study were in the postmenopausal period, it was difficult to perform ECC due to cervical canal stenosis in these patients; ECB facilitates the cervical canal sampling process in this group. In this respect, it is promising that we found moderate agreement. The strengths of this study are that it was performed with a very large group of patients and both procedures were performed simultaneously in the same patient group. However, the small number of patients with low-grade and high-grade results is a limitation. Further studies with more patients with low-grade and high-grade results would be helpful in this regard. In addition, it is difficult to say which method gave the results closer to the actual results because there was no pathologic diagnosis that we could compare in both methods. Considering the moderate agreement between the two methods and the fact that ECB is less invasive, it can be concluded that ECC may be replaced with ECB at the patient level. However, more extensive studies are needed to provide precise results.
